Methods: We studied all repairs of intact or symptomatic cAAA in the Vascular Quality Initiative between 2012 and 2017 without prior aortic surgeries. We defined cAAA as involving zone 6 or caudal for FEVAR, and a clamp above at least one renal artery for open repairs. Only FEVAR (off-the-shelf or custom-manufactured) or physician-modified endografts (PMEG) were included; we excluded branched grafts and chimney/snorkels. We used multilevel logistic regression to determine adjusted rates of perioperative death and acute kidney injury (>0.5 increase in creatinine), and Cox regression to compare long-term survival. For our primary analysis we grouped all endografts together, and as a secondary analysis we considered PMEG separately. As a secondary analysis, we calculated propensity scores for undergoing open versus FEVAR, and used them to construct inverse probability weights.
Results: There were 3361 cAAA repairs: 2123 open (63%), 1103 FEVAR (33%), and 135 PMEG (4%) with a median follow-up of 1.8 years. Patients undergoing FEVAR were more often older, male, with larger aneurysms, and higher rates of comorbidities including chronic obstructive pulmonary disease, coronary artery disease, chronic kidney disease, and congestive heart failure. The adjusted perioperative mortality for open and FEVAR was 5.2% and 2.6%, respectively (P ¼ .01). There was no difference in adjusted perioperative mortality between FEVAR and PMEG cases (2.6% vs 2.8%; P ¼ .87). Adjusted rates of acute kidney injury after open and FEVAR were 28% and 14% (P < .001), with no difference between FEVAR and PMEG (P ¼ .31). There was no difference in long-term survival based on repair type (open repair, hazard ratio, 1.04; 95% confidence interval, 0.7-1.5; P ¼ .83). There was no difference in long-term survival vbetween either open and PMEG or PMEG and FEVAR when PMEG was considered separately. In the propensityweighted analysis, there was no difference in survival based on repair type. Long-term mortality after PMEG in the propensity-weighted analysis was not statistically different than after open or fenestrated repair (Fig) .
Conclusions: In patients undergoing cAAA repair, open repair was associated with higher rates of adjusted perioperative mortality and renal dysfunction, but no difference in long-term survival. PMEG were associated with similar perioperative results as FEVAR, but durability may be limited. Objectives: Fenestrated/branched endovascular aneurysm repair offers patients with extensive aortic aneurysmal disease an alternative approach to open repair. Target vessels can be incorporated using either fenestrations or branches. The relationship of the fenestrations to the target visceral arterial anatomy may impact outcomes and predict the need for additional procedures. The aim of this study was to examine preoperative and postoperative renal fenestration-related morphology and its ability to predict the need for reintervention.
Methods: From 2001 to 2016, 168 patients (mean age, 72 67.8 years) with a type II thoracoabdominal aortic aneurysm enrolled in a PS-IDE trial underwent fenestrated/branched endovascular aneurysm repair. Median follow-up was 2.1 years (interquartile range, 1.0-3.6 years). A total of 317 renal arteries were incorporated into the repair using reinforced fenestrations. Preoperative and postoperative computed tomography imaging centerline coordinates were analyzed using Aquarius iNtuition software (TeraRecon, Foster City, Calif) with three-dimensional multiplanar reconstruction. Morphologic data was obtained (Table I) . Quantitative continuous data was compared using the t test or Wilcoxon rank-sum test.
Results: Reinterventions for renal stenosis, occlusion, endoleaks, and stent fractures were performed in a total of 46 renal arteries (17% ; Table  II) Arteriovenous fistula formation 1 0
